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INTRODUCTION

; - With the firstVSufgegningéfalfs Report on Smoking and

f Health in 1964, tﬁekiink betwaen lifestyle and health was
pnsitivéiy demanstrated. Since that time studies such as the
and Alexan&er, 1977) and the North Karelia Finland Study (Puska,
Kotte, Tuomilehto, and Nissinen, 1979) have validated the

- interaction between lifestyle and health.

Sehnert (1980) notes that a great interest health promotion
has surfaced at almost every level af our nation. He states that
the majority of diseases fggnd in today's society are a result of
lifestyle choice behavior. In other words, people influence
- their health to a large degree by the lifestyle choices they
- make. Thf@ughreducatien they gain an awareness of choice
alternatives and the potential health consequences of each
alternative.

With an increased emphasis on health promotion, the obvious
place to atart motivating individuals is in the schools. Since
health habits and values are formulated-during early years, the
schools are of great significance in the formulation of positive
lifetime habits and values (Laing, 1981). The Surgeon General of
the United States has said "No group is more able than school
teachers to provide...instruction that can help young people make
decisions that promote good health" (Surgeon General's Report,
1979). Du Shaw (1984) feels that a failure to capitalize on the
schools as a source of health habit and attitude development

would be a tragedy.



oooof cfitiéaiﬁiﬁpcrtanee in the development of health promotion
{gﬁégfams in the public schools, is the attitude aﬁd preparation
{;af the teacher. :The‘eduéatﬂr needs to be a vehicle to show

: students hgwlfé adopt and maintain healthy behaviafs (Hochbaum,
1978); As the emphasis on health and wellness in the schcols
graws;‘cﬁrfiéﬁlar changes need to be addressed. Teachers need to
Vbe chpeEent in not only the traditional topies but also in the
abéés emphasized by a Héllness approach. kExpanded éurrieula and
activities to teach these areés are also needed.

One way to help teachers obtain knowledge and skills to <o
‘Wwellness programs is through in-service prog.'ams and conferences.
~Weilss (1978) and Stannard (1982) postulate that professional
conferences and inservice programs are excellent sources of
curricular and activity oriented information for teachers. They
report that such conferences provide a real impetus for teachers
to improve their programs. Shapiro (1981) and Gabel & Rubba
(1979) have found that inservice training can facilitate positive
changes in teachers' attitudes and re-excite them about their
chosen subject area. The recharged educators can then influence
positive changes in students, and even their colleagues.

An outstanding example of a professional conference that
deals with health is the Seaside Health Education Conference
(SHEC) which occurs yearly in Seaside, Oregon. Dosch and Paxton
(1981) point out that the SHEC is the mnin reason for the
explosion of enthusiasm for health in Oregon schools.

For ten years, the SHEC has been involved in promoting
health in the séhcals of Oregon. Sessions at the SHEC encourage
teachers to integrate wellness into the entire school progranm.

f“Taaahers learn the importance of being health role models and



" practice a healthy lifestyle while at Seaside. In addition, they
gaiﬁtinféfmatién on methods and activities to pfesent various
i:héaith topical areas to their stuaegtsa
Two key campéneﬁts cf‘the entiré week long conference,
however, afé the use of teams and the development of an action
plan; Eaeh school districet that attends the SHEC must come as a
team (ﬁé individuala are allowed). Teams can be made up of
health edﬁeators, other teachers, administrators, staff, parents,
and/or school board members. Each team is required to devslop an
"action plan" during the week. The “aéﬁian plan" shows how the
“district will take baczk the concepts learned at the conference
and implement them into their schools (Drolet and Davis, 1984).
Due to the excellent reputation of the SHEC, the Seaside

- concept is now being spread to other states. No less than 17
~states (Alaska, California, Georgia, Idaho, Iowa, Kansas, Maine,
Michigan, Washington, Montana, New Hampshire, New Mexico, North
Dakota, Ohio, South Carolina, Vermont, and Virginia) have
received grants to attend the conference. These teams have taken
: their "action plans" and started similar wellness conferences for
~ educators in their repective states (Tritsch, 1986). Largely

- because of the SHEC, Oregon is seen as a model state for school

health education (Dosch and Paxton, 1981).

 PURPOSE _AND SIGNIFICANCE

As the SHEC focuses on encouraging the schools to make
health with a wellness emphasis an important part of the total
school curriculum, this study attemnted to determine if schools
which had made a real commitment to the SHEC, had more wellness

“oriented programs than schools which chose not to attend the

o




 © health classes, nonhealth teacher sititudss sus

SHEC. Variables in the study focuse? i« =+

.

#rd health, and

thewnﬁﬁﬁéb of health-related actiwiijs  “~erss by the school and

?i _tﬁé number of students that part

» these activities. 1In

~ short, the study examined wheth=r :r nct the SHEC has had an

 impact on the health curriculum &= progrags in those schools

" that have attended the conferesce rezulily.

Due to the fact that 17 s%sic: iave sent teams to the SHEC
aﬁd have~develﬂped similar healis .uizrences, this study takes
on added signifizance. The SHEC is the oldest of the state
wellness ecnferenees; - Data collected from Oregon schools has

Petential predictive value for the long term influences of such

‘wellness conferences on health programs in schools in other

states,

- METHODOLOGY

In order to determine the impact of the SHEC on school

~health programs, site visits were conducted at 14 middle schools

~ (grades 6-8) around the state of Oregon. Seven of the schools

(called attenders) had sent teams to the SHEC at least three

times since 1981, while the other seven (called nonattenders) had

~elther sent teams less frequently or not at all. Schools were

“randomly selected from groupings stratified by geographic region.

Attender and nonattender schools were represented in equal
numbers and represented similar size, locale, and student SES
within each region, No school district within a region was
represented by more than one middle school.

From each school, 20 minute individual interviews were

: ~eondudted with the principal and two health teachers (if the

'G;Tt

#t attitudes toward



;eeeheel had thet meny) ta determine the eurrent nature of the
school's heelth pregram | Interviewe were eendueted using a
{eeemi-eleeed ended format to aeeure that the same queetiene were fk
feeked of each interviewee end to make date eelleetien eaeier endj»
emere quentifieble-'xinterview queetiene were’valideted by expert
panel prior to use.

For the purposes of measuring school-wide impact of the
SHEC, eeéveye were Eietributedfte one randomly selected nonhealth
class of sixth graders, one nenheelth class of seventh graders,
and'ene,neﬂheelth class of eight graders in each school. The
surveys measured the students ettitudee‘teﬁerd health classes and
asked which schoolwide health-related activities they had
4pertiei§eted in since they had been in middle school.
| The attitude measure was a modified version of Silance :nd
Remmers' (1934) instrument to ascertain attitudes about various
subject areas. The measure, a Thurstone type scale, eeneieted of
4y etetemente about health classes. The student circled the
ﬁembee of the statements with which she/he agreed. Each
'eeetement was assigned a scale value from 10.6 (the most
positive) to 0.6 (the most negative). A student's attitude score
was represented by the median of the scale values of the items
eﬁdefeed by that student. The instrument was validated fer
middle school students by the researcher in a pilot study.

: .The etudent health activity participation survey was
developed by the researcher. It consisted of 20 "Have you"
statements eeeeerniﬂgtpeSeible heeith-relebed activities students
may have participated in while in middle eeheel.;,Stedeﬁte wece
asked to eheek the stetemente thet repreeented activities they

hed engeged in. Speee was previded fer etudente to list




,;gddditiénaiéaetivities,nct mentioned in the survey. ' Frequencies

. ‘were tabulaﬁéd for each item and attender school student
”respenses were eampared with nonattender school responses using
iehi square. R |

In additién, nonhealth teachers were surveyed to determine

_Vthe diffusion of heaith—relaEEd_infsrmatian;thraugheut’the
-school, Thej were aékaﬂ to evaluate their school's health
program in six areas: (a) fitness; (b) eatiﬂg well; (e) health
pbactices, (d) enjgying life; (e) relating to others; and (f)
global awareness. The questionnaire 'was adapted from an
instrument used by the Nerthwestyﬁegianal Labs in Portland to
evalﬁate a health education program in The Dalles, Dregcn;

The questionnaire asked the nonhealth teacher to rate the
degree of various school health practices and/or opportunities
pfévided by that school's health program. Each question had a
potential rating from 1 to 5 (with 5 representing a high level of
aehiavémEﬁt). Scores were tabulated for each of the six areas
and éﬁyaverall rating for each area was determined. High ratings
in any area meant that the nonhealth teacher felt their school
waSvdéing‘é:particularly good job in educating students in that
area. Ratings were compared between attender and nonattender
-schools using a t-test.

| Aa mest of the data collected in the study was selr—repcrt,
an uncbtrusive 1nstrument was develaped to validate the interview

"and survey 1nrarmatign. Health—related posters displayed around

T;he school were ccunted;‘nﬁmbef'and,rréqueﬁay of student use of
hééithérelated library books was noted, the nuﬁbef af'cﬁtaidé o

agency materials utilized and the number of autaida health

speakers used were. ggunted the achecl Qalendar was surveyed fgr




‘k actua1 health-related aetivitiés occurring at each sehael menus__~f
were ehecked fer the variety of ehciees offered to students, and

V‘fthe number cf vending machines and frequency of snack breaks (if

Data were aﬁalyzed by eamparing the results of attender
schools with thase frem nanattender schools. t-Tests and

ehi—Square wére the statisties used for egmpafisan gf groups.

RESULTS

Because site visits were utilized to collect data, the
Pespcﬁseifate for all surveys and interviews was 100%. Two
schaéls had only one person teaching health, but all had
principals and housed classes of students in grades 6 through 8.

The majority of SHEC workshops feature a wellness emphasis
feeuging on exercise/fitness, safety, nutrition, and stress
maﬁagement. To determine if this emphasis is carried back to the
,schaéls, principals and health teachers were asked to describe
the health program emphasis in their respective schools.

 As can be seen from table 1, six of the seven attender
qpfiﬁéigaia.répcrted a wellness emphasis while only two of the
ée?en éttendé: prinecipals noted a wellness emphasis. These
differénées‘weée significant at the 0.05 level. Based on
prineipal'éespahses, SHEC attender schools do have a greater
“  wellness éméhasisg
| Similaf fiﬁdings can be seen in table 1 with regard to the
 Péspcnses of health £eaeher5. ‘Ten of thirteen attender school
~ health teachera report a wellness approach while only three of
] i:thirteen nanattendep school teachers use a wellness approach.

Based on ehi-square analysia signifleant dirrerences (p-.623)




'Uexiat between attender and ncnattender health teachera Hlth e

“iregard to pragram emphasis. Attender schoal health programs dg
have more cf a wellness emphasis.
- Teachers were also asked to rate the amount of time- théy
3;spent on each of 13 héalth tapigal areas from 1-5 with 5 being
high. t-Test results (table 2) eamparing mean ratings between

"attender;aﬁd nanétténdéf‘géaups fér’eaeh of‘the tapiea1‘aféas
indicated that SHEC'attendefdsehgéla have a curriculum which
spends more time on nutrition (p=.019), exercise/fitness
(p=.013), environmental sensitivity (p=.002), safety (p=.014),
and hygiene (p=.043). None of the nonattender schools spent
signifiéantly more time than attenders on any of the surveyed
topical areas. The findings confirm the analysis from table 1;
SHEC attender schools spend more time on the wellness topies.

As participants at the SHEC are encouraged to return to
~their schools and become change agents for wellness, the study
‘also meaaured diffusion of health into the total school program.
This was accomplished by asking three nonhealth teachers from
each sghgsl to rate the emphasis on health in their school's
prcgraﬁ.“ Attender school nonhealth teachers evaluated their
school higher than did their counterparts from nonattender
sahgéls in all six areas (table 3). Signifieant differences were
fgund in several areas: fitness (p=.001), global awareness
(p-.001), relaticnahips with others (p=.011), and health
practices (p=i024)g

A major goal of the SHEC is to provide teachers with the
VskLlls neeessary to exgite atudents about health and to pramote,

pcsitive attitudes and behaviara. To determine if this Eaal has

'been met,  a. student attitude aurvey was uaed Results fram the'




7fatudant attitude aurvey (tabla H) ahawad that attendar aehoal

?;atudanta had aignificantly highar attitudes abdut thair haalth
..¢lasses than did nonattender school students (p-.DD) Tha maad
raapcnae valua of 7.58 for attandar atudanta translated ta a
,’haalth attitude of "more health claaaea ahduld ba offered.”
wNanattandar school atudenta' mean attitude response value of 6. 73
j'"'k‘tr‘analatad to “haalth is not bdring. Both of the response means
“indieatad ganeral raapdnaaa above a neutral faaling (5.5);
-however, attender adhaal students responded more consistently in
a positive diraatiea than nonattender school students, as
avidandadrby a lower ataadard_daviaticn.

t_Alaaadnd portion of the survey asked students to check those
health activities they had participated in since being enrolled
in middle,sehddli For all activities but one, "taking a class
that teaches about drugs and decisions faced concerning drug
use," a greater percentage of attender school students had taken
‘part in activities than nonattender school students (table 5).
Graater than half of the students from both groups had '
participatad in 10 of the 20 listed activities.

: Signifidant differences were found between attender and
ncnattandarigrdupa in 9 of the 20 activities listed in table 5.
Attandar school students had the greater proportion in all cases.
Of note, hdwafat, is the fact that 8 of the 9 activities which
were significantly different were more academic in nature. The
only one with a tahaviaral emphasis was "had blood pressure
fdhadkad " The remainder of the activities which were behavioral

1n nature were atatiatidally tha same fdr attandar and

ncnattandar adhadl atudents.




© DISCUSSION

"~ Several findings tend to support the fact that the SHEC has

i‘maéeia'diffeééﬁee on school health programs in Oregon. As the

“fifSHEC is a wellness conference, the majority of the presentations

'énd demonstrations deal with eiereiae/fitngss, nutrition, safety,
and stress managemeét;H‘Attendeb SEheéls‘ﬁérE‘faund to offer
significantly more caursewcrk‘iﬁ these~areas with ené exception.
~Differences did not exist in the area gf stress management. All
middle sehaals surveyed attenders and nanattenders alike,_; 
offered little in that area. Most Qeaehers feltystress
management was better 1éft untii‘high ééhaal ége.

" Interviews with principals and health teachers from each
group of sehcala gave evidence which substantiated the pr@gfam
‘égﬁﬁént differences between groups. Both priﬂcipais and health
teaéhers from attender schools reported a signifiéant;y gréatef‘
Qellness orientation than did principals and teachers from -

: n@nattenééﬁ‘sehacls. Although this finding does not substantiéte
the'impaet‘cf the SHEC in a cause-effect sense, the fact that the
responses indieate course emphasis since 1980 helps establish at

1east a'ecrrelatianal link as to the conference impact on

Apart fram curricular emphasis, schools that had sent
teachers to the SHEC had more student participation in
health-related activities both 1n and cut of sghaal. It Sheuid
be noted, however, that attender aehaal students had a |

g signif1cant1y higher participation in only 9 of 20 activitiaa

surveyed. Consequently, attender school studsnts and nanattender*v’

iﬂischcal students partiaipate in a statistigally equal numbér of
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activities in greater than half of the items on the
questionnaire. Overall, the SHEC has not influenced the majority
of achool activitiea surveyed in this study to the extent that
might be hoped for by the organizers, but it does seem to have
had a positive influence on satudent activity participation.

In a similar vein, students from attender schools had
significantly more positive attitudes about health clagsezs than
their counterparts from nonattender schools. As the students
from attender and nonattender schools did not differ
demographically or geographically, the reason for the increased
level of participation and more pasiﬁive attitudes toward hezlth
clagses of attender school students may have been the result of
the health opportunities provided by their school district and
particularly the health teachers within the distriet. Further,
the SHEC may have satimulated the teachers and districts to
provide these opportunities.

The SHEC trains participants to develop a school~wide health
awareness and health program. The fact that nonhealth teachers
from attender schools evaluated their school's overall health
program as significantly better in teaching about the importance
of fitness, good health practices, relating to others, and global
awareness, than did similar teachers from nonattender schools,
helps substantiate that the health program in the SHEC attender
schools is viewed as a positive influence on the total school
program by teachers outside the health field. By impacting
nonhealth teachers, the achool health p:ogram of attender schols
-has a much better chaince of creating an atmosphere that is

~conducive to health attitude and behavior change in students and

R R i



other school porsonnel., Tho health program also is neen as belng
a positive and integral part of the total school curriculum,

In eonclusion, overall resulta of this study show that
achools that regularly attend the SHEC have a greater wellnesas
emphasis and a stronger health program than those schools not
attending the conference. Caution must be used, however, in
concluding that the SHEC caused these differences. Since cause
and effect can not be established, an alternative explanation
migzht be that schools with a greater health emphasis and atronger
health programs attend the SHEC, while those placing less
empnasis on health do not. Based on anecdotal evidence this
would not seem to be the case. Numerous schools attending the
SHEC report that their programs were turned around by the
conference and many of the schools not atteniing would love to
attend but are prohibited due to financial reasons,

The SHEC has had a positive impact on public school health
programs in the state of Oregon. Health program attitudes of
students, teachers, and administrators have also been positively
influenced. With the addition of out-of-state teams to the SHEC,
it is hoped that the Seaside concept can be transplanted to other
states. As these states establish their own Seaside-type

conferences, their evaluations will help establish the validity

of the SHEC.
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TABLE 1. Responses of Principals and Health Teachers
About School Healtrh Program Emphasis

Sk R = e T = - s

Fringipaié

Scﬁa@l Healﬁh
Program Emphasis

Nonattenders

Attenders
n=7 , n s« 7 X2 p

Disease
Wellness

Comprehensive

4 0 6.00 -050
2 6
1 1

Health Teachers

School Health
Program Emphasis

Nonattenders

AtEEnéers
n o= 13 n o= 13 X2 p

Disease
Wellness

Comprehensive

7 2 7.55 .023
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TABLE 2. #ealth Teacher Topical Arca Emphazis
Kaving for Health Curriculum

77NGﬁﬂ§EGhd&f  Attender o
Topieal Aren no= 1] n= 13 t p

Environmental
senaitivitcy

R 2.539 3.519 3.54 002
{5D) {.660) {.776)
Exercise/Eitress o )
£ 3.462 4. 385 2.69 013
(50) (1.050) {.630)
Safety ’
] 3.000 3.92) 2.65 .014
(sD) (.913) {.862)
Nutrition ,
% 3.154 3,923 2.51 .019
{5D) {.801) {.760)
Hyglere
% 2.846 3.462 2.14 043
i {.801) {.660)
First ald/cer
% 3.231 4,077 1.83 079
{501} (1.092) (1.256) .
Drugs/alcohol )
B 4.308 3.692 -1.66 .11l
(5D} (-855) {1.032)
Stress management ,
] 3.000 1.385 1.05 306
{sD) (.913) . o 1.961)
Anatomy/physiology
] 3.385 3.846 1.04 309
(5D) {(1.261) (.987)
Disease i .
H 31.608 3.1385 =.91 L340
(5D) (.947) {.870)
Self-responsibility
far health )
g 3.615 3.846 .67 .512
{8D) (.870) {.599)
Family 1iEe o
b4 3.231 3.385 A .666
(5D) . (.927) {.870)
Mental health - o
] 3,692 3.539 -.39 .698
(5D) (1.032) {.967) .

NOTE: 1 = low emphasis; 3 = no change since 1980;
5 = high emphasis.
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TABLE 3. Nonhealth Teacher Evalnation of
Total School Health Program

Average
Average Non- Attender
Attender School School
Rating Rating
n = 21 n = 21

Jer
Kl

Area Evaluated

Fitness
R 2.471 3.295 3.78 001
(SD) B44) .763)

—,
w—

Global awareness
X 3.138 3.886 3.68 .001
759} .539)

w-—
a—

{sSD)

Relating to others .
X 3.243 3.762 2.67 011

(SD) .675) .581)

o
we—

Health practices
b 3.205 3.700 2.35 .024
(SD) (.699) .669)

w—

Nutrition
% 2.624 3.005 1.82 .076
(.

b
(SD) E (.613) 735)

Life enjoyment 7
b 2.814 3.233 1.78  .082
(SD) (.727) - (.794)

NOTE: 1 = low; 5 = high.

TABLE 4. Student Attitude Ratings
About Health Courses

School Student School Student
Attitudes Attitudes
n = 447 - n = 340 t P

2 6.72  7.58 ©5.09 .00
(SD) (2.54) (2.02)

‘HQngv 10-6"?*higﬁéSE.aiéitﬁde facingg

. 0.6 lowest accitude rating. ...




TABLE 5+ A Comparison of the Number of Students
Participating in Desipgnated Hoeal:h Activicies

- o R — N

B N Ncﬂéﬁéé;éé% At:éﬁder
Activicy n = 450 n o« 166 x2 p
Taken a first ald/CPR class 126 205 64.5290 <.001
Chosen to take a healch class 41 77 22.2340 <.001
Had bloed pressure checked 258 270 17.5300 t.001
Read a health-related book 290 281 14,0280 <.001
Read a health-related pamphlet - 229 229 11.3380 <,001
at school
Taken a health class from a 23 3 4.8000Q .028
Community group such as the
American Cancer Society
Taken a required class A 315 281 4.3680 .037
Attended a health faire 37 47 4.1770 .040
Wacehed a health-related TV show 292 290 1.7370 0350
Increase i{n amount of exercise v 174 164 2.8900 .089
for at least two months
Read a health-related newspaper 229 206 2.1490 .143
article
Had eyes and/or ears checked 349 300 2.1490 .143
Altered dier to usze less sugar 163 1431 L5810 045
Altered diec to eat more fiber 77 71 . 5660 452
Listened to a radio program on'a 124 108 .2880 .591
health~related copic )
Taken a class that teaches about drugs 255 200 .2580 :612
and decisions concerning drug use
Listenad to a speaker on a health- 266 223 .2070 -649
related tople at school
Altered diet to eat less fat 152 130 .1990 +655
Adopted a plan to manage stress 52 a8 .1760 675
Watched a filc showing a healcth topic 117 258 .0003 «950

in a elags other than a health class
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